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The Ethical Foundation of American Medicine
In Search of Social Justice
Darrell G. Kirch, MD
David J. Vernon, BA

FOLLOWING A HISTORIC ELECTORAL TRANSITION

accompanied by an economic downturn unprec-
edented in the lives of most US residents, atten-
tion has once again turned to improving the cost

and effectiveness of health care in the United States.
While many have described the dysfunctional aspects of
the US health care system,1 the focus has prioritized
issues of payment systems2 and delivery models3 over a
fundamental underlying ethical conflict. Within an ethi-
cal context, it is important to discuss how the commer-
cialization of medicine has fostered a distortion of
emphasis among the basic tenets of medical ethics, and
how this unbalanced emphasis has created serious barri-
ers to improving the health care system.

The teaching of medical ethics has long focused on a 4-pil-
lar foundation of the profession: beneficence (provide good
care), nonmaleficence (do no harm), respect for au-
tonomy, and justice.4 It would appear that in the United
States, however, attention to these 4 principles has become
unbalanced. Currently, far less emphasis is given to con-
siderations of justice (especially for society as a whole) rela-
tive to the other ethical principles.

The Ethical Context for Physicians
From the time of Hippocrates to contemporary practice, the
linked principles of beneficence and nonmaleficence have
been foremost in the minds of physicians. The goal of be-
neficence is a compelling factor attracting many to enter the
medical profession. Concurrently, with recent efforts to pro-
mote patient safety, a renewed emphasis upon nonmalefi-
cence has occured. Additionally, in an interdependent so-
ciety and complex health care system, respect for autonomy
is also receiving more attention.

Respect for autonomy often has been understood to
refer only to respect for patient autonomy, but it also
subsumes respect for physician autonomy.5 The patient-
physician relationship has shared obligations, and
autonomy cannot be considered a unilateral moral right
for either the patient or the physician.5 The physician “is
society’s agent and as such has delegated authority in
matters of health care delivery.”6 Physicians have certain
privileges that others do not have because it is assumed
that unless physicians hold these rights and responsibili-
ties, the health of society will be compromised. This
social contract is at the heart of the medical profession.
Physicians must use their best informed judgment
when caring for individuals who need assistance and in
return, physicians must be given appropriate freedom to
do so.5,7

In the current system, however, and in the face of the
powerful commercial forces at work in health care, the
expression of physician autonomy at times appears to
have become more aligned with independence of prac-
tice, especially fiscal independence and the right to
enhance physician revenue (eg, through physician-owned
hospitals and imaging centers). In a market-driven envi-
ronment, fiscal independence seems to have become as
important as autonomous decision making in practice,
and concomitantly, attention to social justice may be
decreased.8

The Role of Social Justice
Considerations of justice, especially when viewed in the con-
text of society as a whole, seem underemphasized relative
to the other fundamental ethical principles of medicine. In
this regard, a major challenge faced by medicine has been
the lack of an absolute theory of justice. Throughout time,
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ethicists have struggled to answer the question, “What is
‘just?’”

Rawls’ theory of justice, often referred to as social jus-
tice, has gained prominence since the 1970s as a domi-
nant theory of justice. This theory has 2 major principles.
The first, that “people should have maximal liberty com-
patible with the same degree of liberty for everyone,”
defines limits of individual liberty by focusing on the lib-
erty of others.9 The second, that “deliberate inequalities
[a]re unjust unless they work to the advantage of the
least well off,” focuses on social consequence and respon-
sibility for actions.9 Considering the body of research and
news reports that describe inequalities in US health care
access and quality,10 and the fact that these inequalities
do not work to the advantage of the least fortunate, it is
clear that the US health system does not meet these crite-
ria for being just. It seems that the structure of incentives
in the current health system stimulates behavior that
marginalizes considerations of social justice, leaving it
seldom emphasized, relative to the other 3 core prin-
ciples of medical ethics.

How can this inequity persist if physicians believe that
the pursuit of social justice requires an active effort on
their part, working with others to remedy the situation?
Although physicians understand and are aware of their
ethical obligations, social responsibilities, and social con-
tract, the persistent imbalance seems to indicate that
some physicians believe it is not their personal responsi-
bility to work to rebalance the principles of medical eth-
ics. Perhaps these physicians believe they are doing the
best they can given the current sociopolitical circum-
stances. Before discussing who has the responsibility for
correcting this imbalance and how it might be accom-
plished, it is important to understand some of the poten-
tial underlying factors.

Analyzing an Apparent Ethical Imbalance
While multiple forces may contribute to the perceived
imbalance, 3 interrelated factors seem especially promi-
nent. The first is fundamental human behavior. Physi-
cians, like most individuals, seek and compete for oppor-
tunities within their current circumstance to create the
best life possible for themselves and their families. Fur-
thermore, the real or perceived link between having more
money and, therefore, more opportunities promotes a
focus on maximizing earnings. Complex factors in play
include the influential forces behind fee-for-service pay-
ments, the divergence between reimbursements for pro-
cedures and cognitive services, and the larger income dis-
parities in US society. The net result is a medical culture
in which concerns for physician independence and rev-
enue at times seem to outweigh concerns for societal
needs.8

For example, physicians attempt to maximize income
while caring for the needs of their individual patients, but

this means that some physicians choose to accept fewer, if
any, Medicare and Medicaid recipients, as well as self-pay
patients.11 Some physicians argue that to keep their prac-
tice financially viable, they have to see fewer patients for
whom they are inadequately reimbursed. Yet for each of the
physicians who decide they can no longer care for these pa-
tients, the responsibility of care falls to another clinician.11

This increases the burden on those other clinicians and ex-
acerbates the income disparities among them. In circular fash-
ion, this increases the focus on revenue and reimburse-
ment, rather than on social justice.

A second factor that may contribute to the imbalance of
medical ethics in practice involves the cost of education
and level of student debt. In recent years, medical school
tuition and new physician indebtedness have increased
dramatically.12 Further, a recent analysis of diversity of US
medical students by parental income found that in 2005
more than 75% of medical students came from families in
the top 2 quintiles of family income, and that this trend
has been consistent for at least 18 years.13 This creates
potential cause for concern because applicants of modest
means may decide they cannot afford medical school as
tuition continues to increase. If the burden of caring for
patients falls mainly to the economically advantaged, dif-
ferences in physical location, primary language, and cul-
ture may make it difficult for privileged physicians to
properly care for lower socioeconomic populations. More-
over, as debt causes young physicians to be more con-
cerned about their finances, it will inevitably divert atten-
tion from their ethical obligation to promote social justice.

A third important factor is the US culture of “individual-
ism.” While general western philosophy has shaped US
culture, the unique history of the United States has created
a special emphasis on individualism, entrepreneurial capi-
talism, and personal responsibility. Specifically regarding
health care, many other western nations have some form
of universal coverage supported by their government and
treat health care as a public good.14 In the United States,
health care only intermittently has been treated as a public
good and an intense debate regarding the promotion of
government health programs vs the philosophy of indi-
vidual responsibility and allowing market forces to work is
ongoing.

While not all survey data agree, the emphasis on indi-
vidual responsibility may be deepening. For example, the
percentage of Americans who agree that the higher the in-
come, the more the individual should expect to pay in taxes
to cover the cost of care for individuals who are less well
off decreased from 66% in 1991 to 51% in 2003 and to 39%
in 2006.15 The possible diminishing belief that the most for-
tunate should help care for the least fortunate is a trou-
bling trend that does not appear to be as pronounced in other
westernized countries with a history of providing health care
as a public good.14 If this trend indicates an evolving US at-
titude about social justice and caring for the less fortunate,
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it is difficult to imagine that US physicians are immune to
this way of thinking.

Confronting the Tough Questions
Despite issues that physicians cannot solely control, such
as the widespread attitude of individual responsibility, the
current dysfunctional state of health care delivery, and a re-
imbursement system built on counterproductive incen-
tives, some might argue that physicians’ ethical obligations
do not allow them to divest themselves of shared respon-
sibility for the injustices that exist as a result of a failing health
care system. As a key control point in the overall allocation
and utilization of health services, physicians have an ethi-
cal responsibility to analyze their personal role in creating
a just or unjust society.

A key first step for physicians is to openly discuss chal-
lenging questions that have been avoided in recent years.
However, discussion is not sufficient; each physician and
each medical professional group must also answer these
questions, including the following: are the inefficiencies
of old delivery models and 1- or 2-physician practices
acceptable any longer; is it time to correct the imbalance
of reimbursement for procedures and acute care vs pre-
ventive and primary care services; and must the basic
behavior of US physicians shift from one of autonomous,
market-based individualism to one of greater social
accountability and team behavior?

Physicians have a responsibility to ask and answer these
difficult questions that are properly viewed as not simply
involving politics, but rather as speaking to fundamental
medical ethics. The answers in turn may well require per-
sonal sacrifices (eg, accepting a lower level of income), pro-
fessional group action (eg, advocating as much for health
care system improvements as current advocacy for the pres-
ervation of specialty reimbursement levels), and a commit-
ment to work within the political process (that goes be-

yond lobbying for maintenance of the status quo). These
efforts and corresponding sacrifices are necessary first steps
toward creating a society in which everyone has access to
appropriate health care.
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